ment participation in outpatient mental health therapy. This study, however, focused on barriers to treatment retention, not barriers to accessing mental health services.
In fact, obstacles to obtaining children's mental health services, beyond system-level barriers such as insurance, are poorly understood, despite the fact that conceptual frameworks in the general health services literature suggest that identifiable barriers to care exist (Andersen, 1995; Halfon et al., 1995; Rosenstock, 1966) . In applying these conceptual models to children's mental health services, there are several characteristics unique to mental health and the mental health system that must be considered (Stroul, 1996 ; U.S. Department of Health and Human Services, 1999) . First, unlike most childhood medical conditions, there is no consensus on the causes of, identification of, and long-term effectiveness of treatments for many mental health problems of children. Second, unlike children's general medical care, the mental health care system for children is complex and fragmented, with separate mental health services having different pathways of entry and funding streams. Third, unlike physical health conditions and health services, there is a stigma associated with mental health and mental health service utilization that can result in denial of mental health problems and reluctance to use services.
Thus we suggest that there are three types of barriers that hinder access to children's mental health services. These barriers include (1) structural barriers (lack of availability of providers, long waiting lists, lack of insurance or inadequate insurance coverage, inability to pay for services, transportation problems, inconvenient services), (2) barriers related to perceptions about mental health problems (parents', teachers', and medical care providers' inability to identify children's need for mental health services; denial of the severity of a mental health problem; belief that the problem can be handled without treatment), and (3) barriers related to perceptions about mental health services (lack of trust in or negative experience with mental health providers, lack of children's desire to receive help, stigma related to receiving help) (Flisher et al., 1997; Hoagwood et al., 2000b; Pavuluri et al., 1996; Stiffman et al., 2000a) .
To further explore barriers to care and better understand potential intervention points in children's access to mental health care, this study aimed to (1) describe the type and frequency of parent-reported barriers to child mental health care, (2) examine the characteristics associated with the perception of barriers, (3) examine explicitly the association between the effect that children's psychosocial problems have on parents and barriers to care, and (4) examine whether the types of barriers vary by the type of care sought (entry into the system versus additional services), among Baltimore public school parents who identified that their child needed mental health services.
METHOD

STUDY POPULATION
Data for this study were obtained from a school-based prevention project designed to reduce early risk behaviors for later substance abuse and affective and conduct disorders. Described in detail elsewhere (Ialongo et al., 1999) , this randomized block design intervention trial included two interventions: classroom-centered, designed to enhance first-grade teachers' management of children's behavior, and family-school partnership, designed to improve parent-teacher communication and parents' management of children's behavior. In the fall of 1993, three first-grade classrooms in nine Baltimore public elementary schools were randomly assigned to one of two intervention conditions or control condition. Interventions were provided throughout the first-grade year.
All 799 children enrolled in the 27 classrooms were recruited for participation in first grade (fall and spring), sixth grade (spring) and seventh grade (spring) interviews. Fifty-four percent of the children were male, 85.0% were African American, and 15.0% were of EuroAmerican heritage. Nearly two thirds (68.9%) of the children received free or reduced-price lunch. At each time point, children, parents, and teachers were interviewed about children's emotional and behavioral health. In addition, trained lay interviewers queried children for 90 minutes and parents for 50 minutes about sociodemographics, perceived stressors, parent-child relationship, and children's mental health service utilization. Although basic service utilization was assessed in first grade, a standardized assessment of barriers to care and mental health service utilization was not implemented until sixth grade. In seventh grade, the service utilization assessment was enhanced to include additional parental responsibilities related to children's psychosocial problems (attending meetings, financial impact).
Because barriers to care and parental difficulties were the primary focus, the parent study population was limited to children and families who participated in the initial randomization and in seventhgrade interviews (N = 579). There were no significant differences in sociodemographics; intervention/control group assignment; or parent, teacher, and child ratings of children's psychosocial behavior between the 579 children and families who participated in seventhgrade interviews and the 220 who did not participate.
Of the 579 children and families, 116 indicated that the index child needed mental health services in seventh grade on the Services Assessment for Children and Adolescents Parent Report (SACA) (see description below) (Horwitz et al., 2001) . Need for services was defined by parents' report that their child used mental health services in the past year and/or parents' report that their child needed mental health services in the past year. There were no significant differences in sociodemographics or intervention/control group assignment between children identified as being in need of services and those who did not need services. There were statistically significant differences, however, in parent, teacher, and child ratings of psychosocial problems between the two groups; children who needed services were more likely to have psychosocial problems compared with children who did not need services.
VARIABLES Dependent Variable
The primary outcome of interest was perceived barriers to care, which was assessed by using questions from the SACA. The SACA is a structured interview designed to assess children's mental health service utilization, including past and present use of inpatient, outpatient, and school-based mental health services; parents' perception of need for services; and barriers to receipt of services. The validity (κ = 0.76) (Hoagwood et al., 2000a) and the test-retest reliability of both lifetime (κ = 0.82-0.94) and 12-month (κ = 0.75-0.86) service use on the parent version of the SACA is strong (Horwitz et al., 2001) ; the interrater reliability between parent and child reports of service use (κ = 0.43-0.86) is fair to excellent (Stiffman et al., 2000b) .
At the seventh-grade time point, all parents who reported that their child had mental health service needs over the past year identified, from a list of 15 barriers, all the reasons that their child had not received care. Types of barriers included structural barriers, barriers related to perceptions about mental health problems, and barriers related to perceptions about mental health services (Table 1 ). In addition, based on child service utilization during seventh grade, parents were classified as perceiving the barriers in relation to service entry (no services in seventh grade) or in relation to additional services (one or more services in seventh grade).
Independent Variables
The primary independent variables focused on the effect of children's psychosocial problems on parents (additional responsibilities, difficulties with parenting). In addition, other independent variables included sociodemographics; parent stressors; and children's prior mental health service utilization, mental health, stressors, and intervention group. With the exception of prior service utilization (sixth grade) and intervention (first grade), all information was obtained in seventh grade.
Effect of Children's Psychosocial Problems on Parents. Indicators of the effect of children's psychosocial problems on parents included additional responsibilities (objective measure) and difficulties with parenting (subjective measure). In the SACA, parents were asked about additional responsibilities as a result of their child's psychosocial problems, including whether they or their partner had attended a school or treatment meeting (time) and whether they or their partner had their family finances affected (financial).
In addition, perceived difficulties with parenting were assessed with three subscales from the Structured Interview of Management Skills and Practices-Parent Version (Monitoring, Discipline, and Involvement), which has adequate internal consistency and test-retest reliability (Capaldi and Patterson, 1989 ). An overall mean score was derived from subscale scores, which ranged from 1 to 5. A higher mean score indicated that parents had more difficulties with parenting.
Sociodemographics. Parents answered questions about their age and education, child's gender and ethnicity, number of adults and children living in the household, and income. A poverty variable, based on household size and family income, was derived from the poverty index used by the federal government (≤ 200% of the poverty line versus > 200%).
Parent Stressors. The presence of parent stressors was based on their child's response to the Life Events Questionnaire-Adolescent Version (adapted from Coddington, 1972) . Children indicated whether their parent had ever experienced severe illness, accidents, death of a loved one, loss due to fire, or had ever been a victim or witness to a crime. On the basis of the frequency distribution of the sum of stressors in the sample population, parents were considered under stress if they had experienced three or more stressful events. In addition, dichotomous variables were created for parent-reported stressful experiences in the past year, including schedule constraints due to work or school, managing a single-parent household, being unemployed/disabled, and being divorced.
Child Mental Health Service Use. Questions from the SACA given in sixth grade were used to ask parents about children's use of mental health services during sixth grade, the year prior to the year covered by the seventh-grade barriers interview. Mental health services included inpatient services (psychiatric hospital, psychiatric unit, substance abuse unit, residential treatment center, group home, foster home, detention center, emergency shelter), outpatient services (community mental health center, private professional, partial hospitalization, in-home therapist, emergency room, pediatrician, court counselor, clergy member), and school-based services (special school, special classroom, special help, counseling).
Child Mental Health. Children's mental health was assessed by the Diagnostic Interview Schedule for Children Version 4 (C-DISC-IV) (Shaffer et al., 2000) , a structured interview to assess the presence and duration of psychiatric symptoms. Children were classified as having a conduct disorder diagnosis or other mental health diagnosis (including general anxiety disorder, dysthymia, or major depression) versus no mental health diagnoses. Although the psychometric properties of this version of the DISC have not been published, researchers have found that earlier versions of the DISC have adequate test-retest reliability (Jensen et al., 1995) and validity (Schwab-Stone et al., 1996) .
Child Stressors. Similar to the parents, children were considered under stress if they indicated three or more stressful life events on the Life Events Questionnaire-Adolescent Version.
Intervention Group. In addition to the variables described above, the intervention in which the children and family participated was considered (classroom-centered, family-school partnership versus control condition). 
ANALYSIS
After examining the frequency of each parent-reported barrier to care (aim 1), the association between independent variables and parental perception of barriers was assessed in bivariate (Pearson's χ 2 test and t test) and multivariate (logistic regression analyses) analyses (aims 2 and 3). To identify the correlates of parent-reported barrier, four logistic regression models were derived (any barriers [not shown], structural barriers, barriers related to perceptions of mental health problems, barriers related to perceptions of mental health services). Sociodemographics were placed in the model first, followed by parent and child psychosocial characteristics, intervention status, and effect of children's mental health on parents. Potential interactions between all independent variables were tested. Odds ratios (ORs) and 95% confidence intervals (CIs) were calculated.
Because barriers to care may not be reported uniformly throughout the help-seeking process, the association between types of barriers and type of care sought was examined in bivariate (Pearson's χ 2 test) analyses (aim 4). Although of interest, correlates of the types of barriers stratified by type of care sought was not assessed, because the sample size of parents reporting a barrier was small (N = 41). All data analyses were performed with PC-SAS version 8.0.
RESULTS
Description of Barriers
Approximately one third (35.3%) of parents reported a barrier to mental health services for their seventh-grade child with mental health needs (Table 1) . Each type of barrier was represented in the analysis, with approximately one fifth to one fourth of parents indicating barriers related to structural constraints (20.7%), perceptions about mental health problems (23.3%), and perceptions about mental health services (25.9%). Table 2 displays sociodemographics, effect of children's mental health on parents, psychosocial characteristics of parents and children, and intervention status. These results were stratified by whether the parents reported any barrier to service. None of the sociodemographic characteristics varied significantly by reports of barriers, with parents in both groups indicating that they had boys (57.3% no barriers versus 63.4% barriers) who were African American (80.0% no barriers versus 85.4% barriers) and lived in poverty (62.2% no barriers versus 53.7% barriers). Parents' perception of additional responsibilities did not vary significantly by report of barriers. There was some variation in parents' perception of difficulties with parenting by parents' report of barriers. Parents who reported barriers perceived more difficulties with parenting their child compared with parents who did not report any barriers (µ = 2.14, SD = 0.46, no barriers versus µ = 2.36, SD = 0.47, barriers; p = .016).
Sample Description and Barriers
The majority of parents' psychosocial characteristics varied by report of barriers to care. Parents who reported barriers were more likely to have three or more parent stressors, schedule constraints, and to be divorced compared with parents who did not report barriers (data shown in Table 2 ). The majority of children's psychosocial characteristics, however, did not vary significantly by parents' report of barriers, with one exception. Parents who reported barriers were less likely to have a child who received mental health services in sixth grade compared with parents who did not report barriers (22.0% versus 42.7%, respectively; p = .026). Intervention status was not significantly related to report of barriers.
Characteristics Associated With Types of Barriers
Strong relationships between the effect of children's psychosocial problems on parents and barriers to care were evident, although the significant characteristics varied by type of barrier (Table 3 ). In the model examining characteristics associated with structural barriers, additional responsibilities (time) (OR = 5.49, 95% CI: 1.22, 24.59) and difficulties with parenting (OR = 10.63, 95% CI: 2.37, 47.64) were statistically significant. In addition, parent stressors and children's mental health service utilization in sixth grade were statistically significant. In the model examining the characteristics associated with barriers related to perceptions of mental health problems, difficulties with parenting was statistically significant (OR = 8.31, 95% CI: 1.99, 34.79). Parent stressors, parent being unemployed or disabled, and children's mental health service utilization in sixth grade also were statistically significantly associated with barriers related to perceptions of mental health problems. In the model examining barriers related to perceptions of mental health services, difficulties with parenting was statistically significant (OR = 5.22, 95% CI: 1.56, 17.51). In addition, divorce was statistically significantly associated with barriers related to perceptions of mental health services. Intervention status and interaction terms were nonsignificant in all models.
Types of Barriers Associated With Entry Versus Additional Services
Of those who reported a barrier to care (N = 41), 50% reported barriers to entry into the mental health system and 50% reported barriers to additional services (Table  4) . When we examined barriers to different types of care separately (either entry into the system or additional services), we found that there was some variation in the types of barriers reported between the two groups. Overall, parents who reported barriers to entry into the system were less likely to report structural barriers (42.9% versus 75.0%, p = .037) and more likely to report barriers related to perceptions of mental health problems (85.7% versus 45.0%, p = .006) compared with parents who reported barriers to additional services. Although nonsignificant, parents who reported barriers to entry into the system tended to be less likely to report barriers related to perceptions of mental health services compared with parents who reported barriers to additional services (61.9% versus 85.0%, p = .095).
DISCUSSION
This study demonstrated that parent-reported barriers to children's mental health care are common, with approximately one third of parents who identified that their child had mental health needs reporting barriers to care. Further, the types of parent-reported barriers were remarkably consistent (20.7%-25.9% of parents indicated barriers related to structural constraints, perceptions of mental health problems, and perceptions of services), indicating that all three types of barriers were important.
Moreover, our results indicated that the effect of children's mental health on parents was related to barriers to care. Specifically, report of additional responsibilities related to attendance at meetings was associated with structural barriers, and difficulties with parenting was related to all types of barriers. Parents may be too overwhelmed by their child's psychosocial problems and lack resources and knowledge about mental health and health services to be able to care for their child and overcome barriers to mental health care. Conversely, parents over- whelmed by the responsibilities of caring for their child may simply perceive additional barriers, whether or not they actually exist. Parent and child psychosocial characteristics also were associated with barriers to children's mental health care, although sociodemographics was not related to any barriers to care. Parents who reported structural barriers and barriers related to perceptions of mental health problems were more likely to report parental stressors but less likely to report that their child had received mental health services in sixth grade. In addition, unemployment was associated with barriers related to mental health problems, and divorce was associated with barriers related to mental health services. Parents may be too overwhelmed by their own problems to access services, new to the mental health system and have trouble accessing services, or have a long history of barriers to care and not yet be able to negotiate the system. These findings imply that barriers, whether externally driven (structural) or internally driven (perceptions), need to be understood in the context of the social and health environment. Although we expected to find relationships between sociodemographics and barriers to care, such relationships were not present. It is possible that the homogeneity of this sample (students enrolled in Baltimore public schools) did not allow for adequate examination of these associations.
Further, of those who reported barriers to care, 50% reported barriers to entry into the mental health system and 50% reported barriers to additional care, suggesting that barriers can occur at different points in the health service continuum. The types of barriers reported varied between parents who indicated barriers to entry and those who indicated barriers to additional services. Parents who indicated barriers to entry into the system were more likely to report barriers related to mental health problems, whereas parents who indicated barriers to additional services were more likely to report structural barriers.
Limitations
The interpretation of these results, however, must take into consideration three limitations. First, this study was based on perceptions that may change over time. We measured perceived barriers to care and the perceived effect of children's psychosocial problems on parents at only one point in time. Therefore, the causal direction of the association between the effect of children's psychosocial problems on parents and barriers to care is difficult to discern.
Second, limitations in the data hindered our ability to control for important potential confounders, including parent psychopathology and mental health service utilization. Parent psychopathology, for example, may positively or negatively influence identification of children's mental health problems. Parents with mental health problems may be more aware of psychosocial symptoms, or they may be less capable of recognizing their child's needs. Further, compared with parents who have not used mental health services, parents who have used services may have fewer negative perceptions about mental health problems and services and may be able to negotiate the service system, which, in turn, increases their child's access to mental health care.
Third, due to the nature of the interview instrument, we were limited in our measurement of barriers to care. Only parents who identified a need for mental health services were questioned about barriers to mental health care for their child. Thus we were unable to explore parents' inability to identify a mental health need as a barrier to service. Further analyses examining the correlation between parent and teacher report of behavior problems (r = 0.02-0.26), however, suggest the possibility that parent's identification of mental health problems is a potential barrier. In addition, barriers related to perceptions of mental health services did not incorporate parent's perception of the school's accommodations for and/or interventions with their child's mental health problems. Further, the instrument did not ask about barriers for parents who reported that their child used services but did not need additional services. Therefore, we were unable to investigate "soft" barriers to care, such as barriers experienced by parents who obtained services and thus may have underestimated the overall prevalence of barriers to care.
Policy Implications
Notwithstanding these limitations, the findings from this study have several policy implications. First, intervention strategies should be targeted not only at the more traditional structural barriers to care, but also at barriers related to perceptions about mental health problems and services. For example, consideration should be given to public education campaigns that increase awareness and knowledge of mental health problems and services. Second, although federal and state policies have attempted to eliminate some structural barriers to children's mental health services, these policies may not have funded services as generously as children's mental health needs demand. Third, to be most effective in reducing barriers to mental health care, programs should focus on the needs of families who are most affected by their child's psychosocial problems.
Directions for Future Research
The results of this study suggest potential strategies to increase children's access to mental health care, but additional research on barriers to children's mental health care is needed. Although barriers to mental health care was a relatively common phenomenon among poor, urban, African-American families, it is important to determine the extent to which these results generalize to families of different incomes, geographic locations, and ethnicities. In addition, this study focused on access to services but did not focus on the quality of services being obtained. Access and consistent participation in mental health services are important for the families of children with psychosocial problems; however, participating in any mental health service alone does not necessarily produce positive outcomes. Research suggests that the key to positive service outcomes may be access to and engagement in quality mental health services (Weisz et al., 1995) . To ultimately improve child mental health outcomes, emphasis should be placed on removing those barriers that prevent families from receiving quality care.
